In 1980, the chronobiology of sudden unexpected cardiac death (SUCD) was examined in the Manitoba Follow-up Study (MFUS) (1), a cohort study of male aircrew recruits from the Royal Canadian Air Force. Between 1948 and 1977, 152 sudden deaths had been documented, 63 of which were unexpected; that is, death occurred within 24 hours of onset of symptoms in the absence of any prior ischemic heart disease (IHD). Of the 63 SUCDs, 22 (35%) happened on a Monday (1) . Since then, Willich et al. (2) and van der Palen et al. (3) have noted an increased rate of myocardial infarction, but not sudden cardiac death, on Mondays. Arrhythmias were more common on Monday mornings in people with implantable defibrillators (4). Chenet et al. (5, 6) noted an increase in sudden deaths on Monday in Lithuania in the 1990s, which may have been due to binge drinking over the weekend. Two systematic reviews have been conducted, which note an excess mortality on Mondays, although there are few long-term prospective cohort studies (7) (8) (9) . In particular, there are few long-term prospective life-course studies of the same population, using the same diagnostic criteria, investigating the association between day of the week and SUCD.
One potential explanation for this increased risk of SUCD is the stress associated with return to a work week, which presumably increases on Monday. Alternatively, it may be related to untoward health behaviors over the weekends, such as binge drinking, which end in sudden death on Monday. If either of these explanations is true, then the risk of SUCD on Monday should be lower in older men, who are less likely to be returning to work after a weekend. Our objective was to determine whether there is a disproportionate frequency of Monday occurrence of SUCD in older men compared with younger men. The MFUS has been described in detail (10) . This cohort consists of 3,983 men found fit for aircrew training in the Royal Canadian Air Force during the Second World War. In 1948, these men were without clinical manifestations of IHD. Medical examinations, including an ECG, were performed at intervals of at first 5 years and later 3 years. Since 1978, contact was made annually. Study members have been routinely examined by their physicians, and medical records from physician visits and hospitalizations have been retrieved. The definition of SUCD followed World Health Organization criteria (11): natural death occurring immediately or within an estimated period of 24 hours after the onset of acute objective or subjective symptoms of ischemic heart disease. This definition excludes those with a prior history of IHD (i.e., SUCD was their first manifestation of IHD). This definition and diagnostic coding has remained consistent over the course of the study and is done by volunteer physicians. The vital status and whereabouts of all but 42 men was known as of the end of 2008. These individuals were excluded from the analyses. The study receives annual renewed approval from the University of Manitoba Research Ethics Board, and it adheres to the Declaration of Helsinki. Similar to our original analysis of 1980, we describe the distribution of day of the week for SUCD. The uniformity of day of week for these events was tested with a χ 2 test (with 6 degrees of freedom) for equality of proportions. We calculated the percentage of events occurring on Monday in each age group. The χ 2 test for trend (with 1 degree of freedom) was applied to test for a decrease in proportion of events on Monday versus other days of the week across age groups. To the end of 2008, 3,124 men had died and 1,408 members of the MFUS cohort had documented evidence of IHD. Of these, 208 had SUCD. The greatest number of SUCDs over the 60-year study period were observed to occur on Monday, 44 of 208 (21%) ( Table 1) . Stratification of our analysis by age (Figure 1) shows an increased risk of SUCD on Monday among younger men, with the risk declining with age (P = 0.01). We observed a similar trend for death due to IHD (P = 0.02), of which SUCD is a subset. For all-cause mortality, no significant trend for proportion occurring on Monday was found with age.
There are strengths and limitations to our approach. We are unable to extrapolate this observation to women or to nonCanadian working and retirement conditions. It is also difficult to determine whether our finding is a period effect, because we have only one birth cohort. The effect we observed may be due to a change in working habits or in health-care delivery (e.g., introduction and widespread adoption of automated external defibrillators) between the periods before and after 1980. We also noted a lower risk of cardiac deaths over the weekend. This merits future inquiry into possible differences in health-care delivery throughout the week. However, to our knowledge, there is no other long-term prospective cohort study with near complete follow-up. Furthermore, the diagnostic criteria and coding for SUCD have remained constant over the course of the study, minimizing the risk of misclassification and information bias. Finally, the prospective nature of the study ensures that the deaths were unexpected-that is, diagnosed in men without prior clinically apparent cardiac disease. The absence of preexisting cardiac disease is difficult to determine from administrative data. The decreasing risk of SUCD on Mondays with advancing age could be due to several factors. It is possible that changes in prevention and treatment of SUCD have evolved over the years, making deaths on Monday less likely, in general, over all birth cohorts. Another explanation is that health behaviors (such as binge drinking) change over the life course, and older men are less likely to engage in these behaviors on the weekend than when they younger. A final explanation, as postulated in the original analysis, is that "[r]eintroductions to occupational stress, activity, or pollutants after a weekend respite may be factors precipitating the arrhythmias that are the presumed basis for sudden death" (1, p. 1358). If this is the case, then interventions to reduce workplace stress may be an important component of the prevention of SUCD. 
